CAJS-SP ‘ | : Date:
SUBJECT: New Hire Employment Package

The following forms need to be completed and their supporting documents forwarded to
State Personnel.

Personnel Action Request, 900-10
Emergency Information Form, 900-7
Designation of Person Authorized to Receive Warrants, STD 243
Employee Action Request, STD 686
Request for Nondisclosure of Employee Home Address,STD 677
Certificate of Dependents, 900-12
Marriage Certificate (copy)
Birth Certificate for each child (copy)
Statement of Service, 900-15
DD 214 for each period of Active Duty (copy)
Federal Privacy Act Statement, 900-17
Incompatible Activities Statement, 900-24
Statement of SAD Status, 900-27
Statement of Understanding, 900-27a
Report of Medical History, STD 93
Employment Eligibility Verification Form, I-8
Oath of Allegiance, STD 689
Acknowledgement of Receipt of Retirement information Form, PERS PuUB-52
Beneficiary Designation (CalPERS) STD 241
Health Benefits Plan Enrollment, HBD-12
Declaration of Health Coverage, HBD-12A
Dental Enrollment Plan Authorization, STD 692
Long Term Disabiiity Plan (Optional Benefit)
Group Legal Benefit Plan (Optional Benefit)

1

I

NAME:

LOCATION: POSITION:

NOTES:




State Active Duty
Personnel Action Request

1. Action Requested: [:I Appointment D Reassignment D Promotion
D Pay Rate Change D Extension L__I Other
2. Requesting Activity:
3. Position:
a. TO: ‘
Title SAD Grade Pasition Number
b. FROM:
(Not required for new appoinunents) Title SAD Grade Position Number
2. Individual’s Name:
Last First MI
Federally Recognized
SSN: Military Grade:
Military Unit:
3. a. Proposed Effective Date: b. Period:
6. Vice:

7. Requesting Official:

8. Recommend Approval:

9. Position Verified: Date:
State Personnel Office Representative

10. Funds Verified: 7 o Date:
Index: . Military Department Comptroller Representative

11 Approved: Date:
AG or Representative

Remarks:
PEBD:

Duty Location:
Flag Check:
Phys Review :

OTAG Form 900-10 (May 2000)




Emergency Information Form

NAME: SSN: DOB: /-
First Middle _ Last ., Month Day Year
HOME ADDRESS:
No & Streer
PHONE: ( )
Cicy ZIP Area Code
Married Single Spouse’s Name:
PERSON(S) TO BE NOTIFIED IN THE EVENT OF AN EMERGENCY:
Name No & Street Phone
Ciey ZIP
Name No & Street Phone
City ZIP
Name . No & Street Phone
P

City

I certify the above information is correct and understand that T must submit a revised form to the Directorate of State Personnel

Programs when any of the above information changes.

Signature

Date -

OTAG Form 900-7 (Revised Apr 89) All prior forms are obsolete




e e G e

DESIGNATION OF PERSON AUTHORIZED TO
RECEIVE WARRANTS (Gov. C., Sec. 12479)

STD. 243 (REV, 2-95)

~ Submit two copies of a completed form
- STD. 243 with original signatures to
- -7 your personnel/payroll office.

EMPLOYEE NAME {First, Middle, Last)

SOCIAL SECURITY NUMBER

NAME OF EMPLOYING STATE AGENCY

CITY WHERE AGENCY LOCATED

Pursuant to Section 12479 of the Government Code, Thereb
other provision of the law, shall be entitled upon my deat

v designate the following person who, notwithstanding any
h to receive all state warrants that would have been payable

to me had I survived. NOTE: Direct deposit payments are not subject to the provisions of this designation.

Intl'portant: This is NOT a designation for
A form STD. 241, Beneficiary Designation

Retirement System for death benefits.

ayment of death benefits and refund of employee retirement contributions.
ERS), must be completed to file a designation with the Public Employees'

DESIGNEE (Must be 18 years of age or older)

DESIGNEE MAME {First. Middle, Last)

SQCIAL SECURITY NUMBER AGE TELEPHONE NUMBER

ADDRESS

CITY AMD STATE ZIP CODE

I hereby revoke any previous designations filed by me.

If the above-named designee does not file a written request with the personnel/

ayroll office of my employing state

agency/campus for such warrants within sixty (60) days after the date of my death, this designation shall be and become

null and void .

This designation will remain in full force and effect
during my employment with any California state agency/
campus until revoked in writing by me.

AEVIEWED BY THE PERSONNEL/PAYROLL OFFICE AND FILED

SMPLOYEE HOME ADDRESS

SIGNATURE OF AUTHORIZED OFFICER

>

CITY, STATE, ZIP CCDE

TYPED NAME DATE

EMPLOYEE SIGNATURE (Plsase sign bath copies in ink)

P

DATE SIGNED

INSTRUCTIONS

1. Complete this form in duplicate; typewritten or in inik.

2. Show designee's full name; for example, "Mary Jane
Smith," not Mrs. John E. Smith.

3. Verify that the form is complete and correct. No erasures
or corrections may be made in the name of the designee.
If any error has been made, complete a new set of forms.

4. Sign both copies in ink, Submit both copies to your
personnel/payrcll office. The duplicate copy will be
returned to you for your records.

5. You may change your designation at any time by filing a
new form STD. 243 with your personnel/payroll office.

6. You may completely revoke a designation at any time by
submitting either a new form STD. 243 indicating"NONE"
for the designee name or a letter to your employer. Two
copies with original signatures are required.

7. Inform your gersomlel/payrull office when a change oc-
curs in your designee's address.

8. You may wish to file a new designation upon any change
in your marital status.

PRIVACY NOTICE

The Information Practices Act of 1977 (Civil Code Section 1798.17) and
the Federal Privacy Act (Public Law 93-579) require that this notice be
provided when collecting personal information from individuals,

Information requested on this form is used by the employing personnel/
payroll office for the sole purpose ofidentifying the designee authorized
to receive warrants payable to the employee had he/she survived.

Legal references authorizing maintenance of this infermation include
the Government Code Section 12479 and the State Administrative
Manual Section 8477.1-8477.27.

This form and all personal information contained therein ismaintained
by the employing personnel/payroil office. Employees have the right of
access to copies of their Designation of Person Autherized to Receive
Warrants form upen request.

95 8aesd




employee copy.

Who is aulhorized to receive your pay warrant in case of death? Contact
your persannel office to updale your designee's name or address (Form
STD. 243), See also retirement beneliciary inlormalion on reverse side ol

STATE OF CALIFORNIA
EMPLOYEE ACTION REQUEST

STD. &6 (REV. 7-29)

CHECK ONE OR MORE BOX(ES) AND COMPLETE LISTED SECTIONS.

RETURN COMPLETED FORM TO YOUR PERSONNEL OFFICE.

PERSONNEL OFFICE USE

01 AGENGY

A _

02 UNIT

O3 KEYED BY 04 DATE KEYED

USE BALL POINT PEN AND PRINT CLEARLY.

NO CARBON REQUIRED.

New Employee

WBD

SECTIONS G, E, F, G, H, |

Withholding
Allowance Change
SECTIONS C, E, [

SEGTIONS
G, F.1

03 D 04 D *Address Change s D

Name Change
{Allach Subslantialion)
SECTIONSC, D, |

dn

Birthdate Correction

SECTIONS C, K, |

NOTE: Social Security Number and Last Name, First Name, and Middie Initial must be enfered exactly as shawn on Social Security card.

NAME CHANGE

01 SOCIAL SECURITY NUMBER

0 ' .

.03 FIRST NAME AND MIDDLE iNITIAL

02 EMPLOYEE LAST NAME

D

FORMER NAME (Last, First and Middle)

WITHHOLDING ALLOWANCE CHANGE OR NEW EMPLOYEE
“HMPORTANT*** Belore completing Seclion E, you must read IRS Form W-4 and the applicable state tax form. (For California use Form DE-4.)

E

{Check Qne)

D SINGLE
D MARRIED

1. FEDERAL AND STATE ALLOWANGE — For Tax Purposes Only. If no lax should be wilhheld, complete Part IV or ¥ only. 1l

01 MARITAL STATUS FOR TAX PURPOSES ONLY

TOTAL - Number of allowances
_ youars claiming

o2

MOTE: Employers must notify IRS if more than 10
allowances are claimed.

06 W '

FEDERAL ADDITIONAL .
DEDUCTION $

ADDITIONAL DEDUCTIONS — Complele box 06 and/or 07 [F you wish addilional Federal and/or Stale tax
withheld from your wages. Part | (and Part ll, if your Stale allowance claim differs from your Federal) must be
compleled. The first deduction will be made from your eamnings fer the pay period in which this form is processed.
IF BOXES ARE NOT COMPLETED, CURRENT DEDUCTIONS {IF ANY) WILL BE CANCELLED,

| hereby authorize the State Controller 1o deduct monthly Irom my wages {he additional Federal and/or State tax
amcunt specified below. | understand that if boxes are not completed, current deductions, if any, will he cancelled.

STATE ADDITIONAL
DEDUCTION

ANY) WILL BE CANCELLED.
3

{Check Ona)

D SINGLE
D MARRIED

HEAD OF
HOUSEHOLD

ll. SPECIAL TREATMENT OF STATE ALLOWANCES - Complste boxes 03 thru 05 if you wish your Slate withhoiding to be
diftarent than what you claim for Federal withholding. IF BOXES ARE NOT COMPLETED, CURRENT SPECIAL TREATMENT (IF

03 MARITAL STATUS FOR TAX PURPOSES ONLY

refund of ALL income tax wilbheld.

IV, EXEMPTION FROM WITHHOLDING ~ Check box C& if you are eligible to claim exemption from withholding. Ne
Federal or State income lax wiltk be wilhheld from your wages. DO NOT COMPLETE PARTS |, [l OR lil. (See
General Information on back of third page.)

| claim exemption from withholding because of no tax lability. Lasi year | did not owe any incoma 1ax and had a right to a full
o] D refund of ALL income tax withheld, AND this year | do not expect io owe any incomae tax and expect 1o have a right Lo a full

NOTE: This exemplion will avtomalically expire on February 15 of next year unless you file a new certification by January
31 of next year. Employers are required to nolify IRS [f you earn more than $200 per week,

04 REGULAR ALLOWANCE(S)
Tolal you are claiming

as ADDITIONAL ALLOWANCE(S)
Total you are claiming

-[]

NOTE: Employers may be required to notify EDD if more
than 10 allowances are claimed.

Information on back af lhird page.):

V. NONTAXABLE WAGES -~ Check box 09 if wages you will receive are nol subjecl lo income tax withholding.

| elaim lhat lhe wages [ will be receiving lrom the Slale are eilher a 1) MINISTER OF A CHURACH in the exercisa of histher
minisiry, 2) NONIMMIGRANT ALIEN wages, or 3) DECEASED EMPLOYEE WAGES. Indicata reason (See General

ADDRESS CHANGE OR NEW EMPLOYEE ~See Back of Third Page

F

o1 EMPLOYEE ADDRESS (Shraet, Aural Route or P.O. Box)

.2 GITY

, STATE ,03 ZIP CODE

04 EMPLOYMENT LIST

O

(See back of third page.)

Check this box if your address is changing and your name appears on any departmenlal employment lisl.

NEW EMPLOYEE THIS INFORMATION MAY BE USED TO |LOCATE PRIOR PUBLIC EMPLOYMENT SERVICE FOR STATE SERVICE CREDITS AND/OR RETIREMENT SYSTEM BENEFITS,
01 LAST EMPLOYED BY CALIFORNIA STATE AGENCY ,01 LAST NAME {if difarent) ,03 SEPARATED| 04 LAST EMPLOYED BY CALIFORNIA PUBLIC AGENCY OF: 05 LAST NAME {if differant) , 05 SEPARATED
ﬁw OR CAMPUS OF: ) . ' (Cily, County, Public Schoal or Ulility, etc.) . , '
. " MO . YR ' ' MO . YR
NEW EMPLOYEE OR BIRTHDATE CORRECTION EMPLCGYEE SIGNATURE PERSONNEL OFFICE USE
BIRTHDATE i cartify that the above information is true and correct and that [ have read the IRS Form W-4 and the applicable state form. Under the mmSmS..mI.w SIGNATURE
penailies of perjury, I certify that the number of withholding exemplions and allowancas ciaimead on this certificale does not excead the
Aumbar fo which | am entitfed. If claiming exemption from withhoiding, | certify that | incurred” no lax liability for last year and that | ™
_l_ g _ anticipate that | will incur no lability this vear. L DATE PHONE NO.
, , EMPLOYEE SIGNATURE DATE
Ll _wmo ' pay ' vR =

While — Personnal/Payrall Services Div. Yellow — Parsonnel

Fink — Employes

QSP 93 30888




STATE OF CALIFORNLA

REQUEST FOR NONDISCLOSURE OF EMPLOYEE HOME ADDRESS

STD. 677 [NEW. 2-59)

PLEASE TYPE OR USE BALL POINT PEN - PRINT CLEARLY

NAME [Lasi, Frst, Micle ixiai} SCCIAL SECURITY MUMBER

Pursuant to Government Code Section 6254.3:
{a) The home addresses and home telephoae aumbers of state employses of a school district or county office of education shall not be deemed (0 be pubiic reconds and shall not be
opes W public inspection. except that information may be made as follows:
{1)To ap ageat, or a family member of the individual 1o whom the information pertiios.
(2)To az officer or employes of another state ageacy, school district. or county of fice of education when necessary for the performance of its official dutes.
{3)To an empioyes organization pursuant to regulatioas and decisicas of the Public Employment Board, except that the bome addresses and bome telephone numbers of
employees performing law enforcement-related function shall aot be disclosed.
(4)To au agent or employes of a bealth bexefit ptan providing health sarvices or admiaistering claims for heaith services to state, school distriets. and councy oifica of
educarion employees and their enrolled dependents, for the purpose of providing the bealth services or administering tlaims for employess and their enrciled dependents.
(b)Upon written request of any employes, a stale agency, schoot district, or county office of education shall not disclose the employes's home address or home telephone number
pursuzant to paragraph (3) of subdivision {a) and an agency shall remave the employes's bome address and home tzlephone number from any mailing list maintained by the
agency. excepx if the list is used exclusively by the ageacy to coatact the employes,

CHECX APPROPRIATE BOX

D | request that my home address nect be disclosed as praviced by Government Cade Section 6254.3(b). | understand that my home address can be disclosed
10 specified individuals or organizations under Government Code Sections 6254.2.

D | cancel my previaus request of having my hame address not be discliosed.

PRIVACY NOTICE
The information Practices Act of 1977 (Califoria Civil Code Section 1798.17) and the Federal Privacy Act {5 USC 552a. subd. {¢)(3}) require this notice to be provided when
collecting personal information from iodividuais. [nformaticn requested on this form, which includes the social security oumber, is used for the purposes of identilication and Lhe
address withhold procsssing. Fumnishing the requested information oa tis form is mandatory. Failure to provide the mandatory infarmation may result in the address withheold
action oot being procassed or being processed incomrectly.

Legal references authorizing the maintenance of ‘his information include: Federal Internal Revenue Code (26 USC Seations 3402(a), 6011, 6051, and 6109) and the reguiations
thereto: and California Governmeat Code Sections 12470 through 12479 and 16391 through 16395; delegated authority from the State Personne! Board: and delegated authority
from the Trustees of the California State University.

Employess have the right to review their owa persoual iaformation maintained by the State Contoilers Office unless access is denied by law, Contact; Personnel/Payroll Services
Liivision, State Controller's Office, P.O. Box 9428350, Sacramento, CA 94250-5873.

EMPLOYEE SIGNATURE DATE SIGNED

#

PERSONNEL OFFICE USE ONLY

REVIEWERTS SIGNATURE TELEPHONE NUMBER DATE REVIEWED

()

AGENCY UNIT KEYED BY OATE KEYED




Certificate of Dependents

Last Name First Name Initial Grade SSN

1. O I have no dependents.

2. O I certify the following named persons are my dependents for the purpose of receiving basic allowance for quarters:

a. Lawful Spouse:

NAME ADDRESS DATE OF MARRIAGE

b. 7 Children:

NAME ADDRESS ‘ AGE *STATUS

3. I'fucther certify that my dependents are/are not occupying public (State or Federal) quarters without charge or if occupying

such quarters the occupancy chargeis $ —— . per month.

4. I will immediately notify the Directorate of State Personnel Programs of any changes in the status of my dependents.

Signature

date

*Legitimate
Step Child
Adopted

OTAG Form 900-12 (Apr 89)




Statement of Service

Date

(Narne) (Grade) (Social Security No.) .

hereby certify that | am entitled to service credit in accordance with paragraph 10101, Military Pay and Allowance Entitlements
Manual (See reverse), for service indicated below. [have attached documents to verify all periods of service other than California

National Guard.
Service or component From To
Day  Month  Year Day Month Year
AUTHENTICATION BY

STATE PERSONNEL OFFICE .. SIGNATURE

OTAG Form 900-15 (Apr 89)

Page 1 of 2




PART ONE
BASIC AND SPECIAL PAY
CHAPTER 1
SERVICE CREDITABLE

10101. Service Credilable

Basic pay varies with the number of years’
service a member has credited. In compuling
cumulative years of service for this purpose,
members are credited full-time service as
follows: '

a. Organizations in General. Active or inac-
tive service as an officer, warram officer, or
enlisted member in any of the following:

Air Force Reserve

Air Farce of the United States (without
specification of component)

Air National Guard

Air Nalional Guard of the United States

Army of the United Siates (without spec-
ification of component)

Army National Guard

Army National Guard of the United
Siates

Atmy Reserve

Coast Guard Reserve

Marine Corps Reserve

National Guard

Mational Guard of the United States

National Oceanic and Atmospheric Ad-
ministration {sce c. below) ’

Naval Reserve

Nurse Corps of the Public Health Service

Nurse Corps Reserve of the Public Health
Service

Public Health Service

Regular Air Force

Regular Army

Regular Army Reserve

Regular Coast Guard

Regular Marine Corps

Regular Navy

Reserve Corps of the Public Health
Service

b. Nurse Service Before 16 Apr 1947, Cred-
itable periods are those during which members
held appointments as a nurse, Reserve nurse,
or commissioned officer in the Army Nurse
Corps or the Navy Nurse Corps, or the Reserve
components thereof, as they existed before 16
Apr 1947,

c. Nalional Oceanic and Atmospheric Ad-
ministration (NOAA). Periods during which a
member was an ofiicer, deck officer, or junior
engineer in the NOAA (includes periods served
in the former corps of the Environmental
Science Services Administration or the Coast
and Geodetic Survey) is creditable service,

d. Service Counted on 10 Jan 1962, All serv-
ice is creditable which, under any law in effect
on 10 Jan 1962, was creditable in computing
basic pay.

e. Service on Retired List or as Member of
Fleet Reserve or Fleet Marine Corps Reserve,
Creditable periods are those whiie on a tem-
porary disability retired list, honorary retired
list, or retired list of any uniformed service; and
periods while entitied Lo relired pay, retirement
pay, oI retainer pay from any uniformed serv-
ice or the Velerans Administration as a member
of the Fleet Reserve or Fleet Marine Corps
Reserve,

f. Women's Army Auxiliary Corps. Effective
7 Aug 1959, active service during the period 14
May 1942 through 29 Sep 1943 as a member
of the Women's Army Auxiliary Corps (WAAC)
may be counted if active military service is per-
formed after 29 Sep 1943,

g. Army and Air Force Officers Restored To
Duty Under Act of 29 Jun 1948, The period
between date of removal and date of restora-
tion of an Army or Air Force officer restored
to the active list under the Army and Air Force
Vitalization and Retirement Equalization Act
of 1948 is creditable.

h. Retention for Medical Care After Expira-
tion of Term of Service. Any period on and
after 12 Dec 1941 when an enlisted member of
an Armed Force is retained in service, after ex-
piration of his or her term of service, for
medical treatment or hospitalization for disease
or injury incident to service and not due to his
or her misconduet is creditable.

i. Service Before Attninment of Statutory
Age for Enlistrmeni. Any service which is other-
wise creditable may be counted even if the serv-
ice was performed before a member attained
the statutory age for enlistment, Such service

1—1

may not be counted if it is_determined Lo be
fraudulent and is voided for that reason.

}+ Temporary Member of Coast Guard
Reserve, Active service performed as a tem-
porary member of the Coast Guard Reserve is
creditable,

k. Army of Lhe United States Commis-
sions—World War I). Appoiniments made on
and after 7 Dec 1941 in the Army of the Uanited
Stales, withoul component, under the Joint
Resolution of 22 Sep 1941, are considered to
have continued in effect through 31 Mar 1953
unless terminated before that date by ad-
ministrative action or specific law, The periad
from the date of separation through 31 Mar
1953 may be credited for officers wha:

(1) Did not have Reserve or National
Guard status,

(2) Did not accept a Reserve commission,
and ’

{3) Were separated on or before 31 Mar
1953 without vacating their AUS status.

I. Warrant Officer Appointment-——Waorld
War II. For a temporary appointment as a war-
rant officer under section 3 of the Act of 21
Aug 1941, the period (rom separation from ac-
tive duty through | Apr 1953 is creditable
unless the appointment was expressly ter-
minated eartier,

m. Flight Officer Appointmenrt—Waorld
War L. For an appointment as a flight afficer
under the Flight Officer Act of 8 Yul 1942, the
period from separation from active duty
through 27 Oct 1952 is creditable unless the ap-
pointment was expressly terminated earlicr,

1. Service Terminated by Desertion or Dis-
honorable Discharge. Service in an enlistment
terminated by desertion or dishonorable dis-
charge is creditable uniess the enlistment was
fraudulent and was voided for that reason,

0. Women's Army Corps. Appointments in
the Women’s Army Corps in the Army ol the
United States, without component, if not
previously terminated, were terminated on 31

Mar 1953, Such service is creditable for basic

pay purposes.

p. Service as Cadet or Midshipman. Cader
or midshipman service is creditable i com-
puting basic pay of enlisted members. For of-
ficers, see table 1-1-1,

q. Detail to Agencies Such as the Agency for
International Development (AID), Department

1—2

of Stale. Service with AID and certain other
agencies under agreement such as that berween
the Department of Defense and AID is
creditable.

r. Resgrve Officers’ Trainiug Corps. Service
as a member of the Army, Navy, or Air Force
Reserve Officers’ Training Corps is creditable
service as follows:

(1} Before 14 Oct 1964, Any member who
had concurrent Reserve status.
(2} After 13 Oct 1964. An enlisted
member who had concurrent Reserve stalus.
(8. Aviation Midshipman. Service in the avia-
tion midshipman program, Act of 13 Aug
1946, chapter 362, 60 Stat 1057, is creditable
service for basic pay purposes effective on and
after 26 Dec 1974.
t. Delayed Enlistment (Eniry) Program:
(1) For a Regular Component, Service as
an enlisted member in the Reserves before
beginning active duty in a Regular component
is creditable service if the member enlisted in
the Reserve component before 1 Jan 1985,
{2} For a Reserve Component. All service
as an enlisted member in the Reserves before
beginning initial active duty for training is
creditable, ,

Page 7 of ?




Federal Privacy Act Information Statement

The Board of Administration, Public Employee's Retirement System, requires the disclosure of each member’s Social
Security account number on a mandatory basis to comply with Sections 6033 and 6041, Title 26, of the United States
Code, and Sections 1.603-1(a)(3) and 1.604-2(b) of the Federal Tax Regulations, requiring reporting to the Internal
Revenue Service of disbursements made by the System and to comply with its obligations under the Federal-State
agreement imposed by Sections 404.1242, 404.1243, 404.1250, 404.1255 and 404.1256, Title 20, Code of Federal
Regulations, requiring reporting to the Social Security Administration.

The Social Security account number is used for the following purposes and is included in the following documents:
1. Member indentification on membership files, documents, and correspondence.

2. Annual report to the Franchise Tax Board and to the Internal Revenue Service of interest on refunds where the interest
paid to an individual is $600 or more.

3. Annual Statement of Member Contribution and Service Credit sent to employers for distribution to members.
Annual Listing of Member Contributions as of each June 30 sent to each employer.

All Refund Rolls submitted to the State Contrro[ler for processing.

. Reports of benefit payments to the State Franchise Tax Board and to the Internal Revenue Service.

. Annual return filed with the Internal Revenue Service.

. Reports to the Internal Revenue Service of Federal income tax withheld from benefit payments.

=R SRS T AT N

. Reports submitted to the Social Security Administration.

I have read the faregoing on
‘ {date)

{Signature)

OTAG Form 900-17 (Jul 85)




INCOMPATIBLE ACTIVITIES STATEMENT

1. Each State agency is required to establish a statement of incompatible activities of employees and to advise
employees periodically of those activities considered incompatible with State employment. The following activities are
considered incompatible for State employees of the Military Department:

a. Providing confidential information to persons {0 whom issuance of such information has not been authorized, or
using confidential information for personal gain or advantage or for the advantage of others. :

b. Soliciting or accepting, directly or indirectly, any money, loan, employment, business, benefit or other thing of
value (in addition to salary paid by the State) from anyone from whom it might be inferred as a gift to influence the State
employee concerned.

c. Engaging in any employment which will prevent prompt response to a call to report to duty as required by
department heads.

d. Providing, or using, the names of persons from office records for mailing list that has not been authorized.
e. Providing, or using, unit station lists for use in circulation or advertising of articles or services.

f. Using the prestige or influence of one’s office for personal gain or advantage or for the advantage of others.
g. Using State time, facilities, records, equipment or supplies for personal use or gain.

h. Receliving or accepting money, gifts or favors for services rendered during State working hours.

i, Performance of an unofficial act that may later be subject to the officer's control, inspection. review, audit or
enforcement in an official State capacity.

2. In addition to the above activities, employees are also reminded that the Government Code of the State of California
prohibits the use of any public office or employment 1o either aid or obstruct any person from obtaining any elected
position or from nomination tor an elected position.

3. In order to insure that all employees of the Depariment are aware of the incompatible activities the inclosure one is
provided for each employee to acknowledge receipt of this letter. Signed acknowledgements should be returned to
this headquarters, atiention: CASS.

| acknowledge that | have read and understand the above statement.

Name

Activity, Section, Branch, or installation

Daie

OTAG Form 900-24 {Revised Jan 87) ALL PRIOR FORMS ARE OBSOLETE




Statement of State Active Duty Status

1. The authority for State Active Duty is the California Military and Veterans Code. It directs
that the duties of the Officers, Warrant Officers and Enlisted Personnel of the Office of the
Adjutant General shall conform to the duties prescribed by regulations of the Department of
Defense for like positions in the Army, Air Force and Navy. All activities or installations
operated by the Military Department are considered extensions of the Office of the Adjutant
General and the same provisions apply to State Active Duty employees at those locations.

2. All members appointed to State Active Duty, regardless of Military affiliation, are advised
that:

a. They are subject to call to duty 24 hours a day, seven days a week.
b. There is no entitlement to compensatory time off.
C. They are required to meet the same physical standards as prescribed for federally

recognized National Guard members.
d. They must attain and maintain professional proficiency.

€. Federally recognized members of the National Guard will wear the appropriate
Military Uniform while on duty and must comply with the appropriate military dress and
grooming code.

f Assignment to State Active Duty requires a release of their medical records for review
and adjudication by proper military and medical authority.

g. Persons who are not appointed to permanent State Active Duty pursuant to CMVC
167 do not accrue any preferential rights in their employment status. In the event of a reduction
in force, loss or decrease in funding, termination of a specific program or other event which
affects their position, a person may be separated from State Active Duty status.

h. They are subject to the Uniform Code of Military Justice as assimilated into State law.
i. They may be prohibited from carrying forward accrued leave beyond a year as

determined by the program director or other proper authority because of constraints and
uncertainties related to program funding.

PAGE 1 OF 2




3. SAD MEDICAL RECORD RELEASE: 1 hereby release any and all of my medical
records or reports to The Adjutant General or the State Personnel Programs Director of the
California National Guard from any physician or treatment facility. This release is effective as
long as I am performing State Active Duty with the California National Guard or am a member
of the California Army or Air National Guard. I understand that this release is to provide
information to The Adjutant General or a properly designated individual to ascertain my
condition or ability to perform State Active Duty. '

A photocopy of this release may serve as an original writing.

4. Tacknowledge having read the above statement and agree to comply with the established
provisions.

Printed Name:

Signature of Soldier/Airman:

Posttion Title:

Date:

OTAG Form 900-27 (August 1998) Page 2 of 2




Statement of Understanding
State Active Duty - Special Programs

1. Tunderstand that I have been placed on orders to Temporary State Active Duty (SAD)
pursuant to the California Military and Veterans Code (CMVC) Section 142.

2. lunderstand that [ am subject to the Uniform Code of Military Justice as incorporated into the
CMVC for purposes of military discipiine.

3. Tunderstand that temporary SAD is not a permanent status and that my orders may be
administratively terminated at anytime if the need for personnel performing duty changes or if

my performance is determined to be substandard.

4. [understand that personnel on SAD do not have a right to or guarantee of continuation on
orders beyond the duty ending date indicated on the initial order.

Printed Name:

Signature of Soldier/Airman:

Position Title;

Date:

OTAG Form 900-27A (August 1998)




STANDARD FORM B3 {EQ|
REV. OCTDBER 1674
Prescribad by GSAICMR
FIAMR {41 CFK) 201-45.505

APPROVED
OFFIGE OF MANAGEMENT AND BUDGET No. 29-R0191

REPORT OF MEDICAL HISTORY

[THIS INFORMATION IS FOR OFFICIAL AND MEDICALLY-COMFIDENTIAL USE ONLY AND WILL NOT BE RELEASED TQ UNAUTHORIZED PERSONS)

1. LAST NAME - FIRST NAME - MIDOLE NAME 2. SOCIAL SECURITY QR IDENTIFICATION NO.

3. HOME ADDRESS {Wo., street or AFD, city ar town, State, awf 2IP CODE 4. POSITION fiitle, grade, component)

5. PURPDSE OF EXAMINATIDN 7. EXAMINING FACILITY OR EXAMINER, AND ADDRESS

finclude ZiF Codel

6, GATE DF EXAMINATION

8. STATEMENT QF EXAMINEE'S PRESENT HEALTH AND MEQICATIONS CURRENTLY USED fFoliow by description of past history, If complaint exists)

9. HAVE YOU EVER /Please check each item) 10. DD YOU (Please check each item)
YES | KO fCheck each item! YES | ND {Chezk pach item}
Lived with anyane who had tuberculosis Wear plasses ar contact lenses
Caughed up blood Have vision in bath eyes
Bled excessively afier injury or tooth extraction Wear a hearing aid
Attempted suicide Sturtter or stammer habitually
Been a sleepwalker Wear a brace or back supporl
11. HAVE YOU EVER HAD OR HAVE YOU NOW (Please check at feft of each item)
DON'T DON'T ban'y
YES | NO | KNOW Check each item) YES | MO | Kiow {Check each item) TSV ouow {Check each item)
Starlet fever, erysipelas Cramps in your legs "Trick" or lacked knee
Rheumatic fever Frequent indigestion Fon? trouble
Swollen or painful jaints Stemech, liver, of intestinal troubla Neuritis
Frequeni or severe headache Gall tladder Lrouble or gallstones Paralysis (include infantile)
Dizziness or fainting spells Jaundice or hepatitis Epilepsy or fits
Eve trouble Adverse reaclion ta serum, Car, train, sea or air sickness
Ear, nose, or throat trouble drug, or medicing Frequent trouble sleeping
Hearing lnss Broken benes Depression or excessive worry
Chronic or frequent colds Tumor, growth, cyst, cancer Loss of memary ar amnesia
Severe tooth or gum trauble Rupturefhernia Nervous trouble of any sor|
Sinusitis Pilas or rectal disease Periods of unconsciousness
Kay Fever Frequent or painful urination
Head injury Bed wetting since age 12
Skin diseases Kidney stare gr blood in urine
Thyroid trouble Sugar er alhumin in urine
Tuberculosis VD - Syphilis, gonorrhea, elc.
Asthma Recent gain ar lpss of weight
Shoriness of breath Arthritis, Rheumatism or Bursitis
Pain or pressure in chest Buone, jcint cr ather defarmity )
Chranic cough Lameness
Palpitatton or pounding heart Loss of finger or toe 12. FEMALES ONLY: HAVE YOU EVER
Heart trouble Painful or *Irick™ shoulter ar elbaw Baen trealad Jor a female disorder
High or low blood pressure Recurrent back pain Had a change in menstzual patiern
13. WHAT IS YOUR USUAL OCCUPATION? 14. ARE YOU fCheck one/
[ ] pight handed Left handad
EXCEPTIDN TD SF 93
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Yis | NO CHECK EACK |TEM YES DR NO. EVERY JTEM CHECKED YES MUST BE FULLY EXPLAINED IN BLANK SPACE ON RIGHT

1. Have you been refused employmeni or ‘t=en unable to
hold a job or stay in scheal because of;
A. Sensitivily to chemicals, dust, sun-
fight, etc.

B. Inability 1o perform eertais metions,

C. Tnabllity ta assume certain positions.

D. Cither medical reasons ff pes, give

reasons.)
16. Have you ever been treated for a mental condition? fF
yes, specify when, where, and give details.)
17.

Have you ever been denied Iifer insurance? [ yes, state
reason and give datails.)

18, Have you had, or have you been advised o have, any
opecalions? [f yes, describe and give age at which
occurred)

18. Have you ever been 3 patient in any type of hespitals? fF

yes, specify when, where, why, and name of doctar and
compleie aodress of haspital)

20.  Have you ever had any illness or injury other than those
already nated? [ pes, specily when, whers, and give
details

21,
Have you consulted or been treated by clinics, physicians,
healers, or other practitioners within the past 5 years for
other than minor ilinesses? fif yes, give complete address
of dactar, hospital, chinkc, and detalls.]

22 Have you ever been rejected for military service because

of physical, mental, or other reasons? (If yes, give dats
and reason far rejeetion.)

. Have you ever been discharged from military service
because of physical, mental, or other reasons? (i pes,
give date, reason, and ltype of discharge; whether
honorable, other than honorable, for unfitness or
unsuitability.)

24,

Have you ever received, is there pending, or have you
applied for pension or tpmpensation for existing
disahility? (i yes, specify what kind, granted by wham,
and what amaunt, when, why.)

I cerlity that I have reviewed the foregoing informatian supplied by me and 1hal it is true and complete to the best af my knowledge.
| authorize any ef the doctors, hospitals, or clinics mentioned abeve 1a furnish the Government a complete transcript of my medical record for purposes
of processing my application far this employment or service.

TYPED GR PRINTED NAME DF EXAMINEE SIGNATURE

NOTE: BAND TO THE DOCTCR R NURSE, OR IF MAILED MARK ENVELOPE "T0 BE OPENED BY MEDICAL DFFICER ONLY."
25. Physician's summary and eiaboration af all pertinent data /Physician shall comment or alf positive answers in items 3 through 24. Physician may
develng by interview any additianal medical history he deems important, and record any significant findings here.)

SIGNATURE NUMBER OF ATTACHED

“TYPED OR PRINTED NAME OF PHYSICIAN OR DATE
SHEETS

EXAMINER

REVERSE OF STAKDARD FORM 33
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-,

U’S. Department of Justice
immigration and Naturalization Service

OMB No. 1115-0138
Employment Eligibility Verification

INSTRUCTIONS
PLEASE READ ALL INSTRUCTIONS CAREFULLY BEFORE COMPLETING THIS FORM.

Anti-Discrimination Notice.

illegal to discriminate against work eligible individuals.

It is illegal to discriminate against any individual {other than an alien not authorized to work in the
U.S.} in hiring, discharging, or recruiting or referring for a fee because of that individual's national origin or citizenship status.
Employers CANNOT specify which document(s) they will accept from an
employee. The refusal to hire an individual because of a future expiration date may also constitute illegal discrimination.

It is

Section 1 - Employee. All employees, citizens
noncitizens, hired after November 6, 1986, must complete
Section 1 of this form at the time of hire, which is the actual
beginning of employment. The employer is responsible for
ensuring that Section 1 is timely and properly completed,

Preparer/Transiator Certification. The Preparer/Translator
Certification must be completed if Section 1 is prepared by a
person other than the empioyee. A preparer/translator may be
used only when the employee is unable to complete Section 1
on his/her own. However, the employee must still sign Section
1 personally.

Section 2 - Employer. For the purpose of completing this
form, the term ‘“employer” includes those recruiters and
referrers for a fee who are agricultural associations, agricuitural
employers, or farm lzbor contractors.

Employers must complete Section 2 by examining evidence of
identity and employment eligibility within three (3) business
days of the date employment begins. If empioyees are
authorized to work, but are unable to present the required
document(s) within three business days, they must present a
receipt for the application of the document(s} within three
business days and the actual document(s) within ninety (90)
days. However, if employers hire individuals for a duration of
less than three business days, Section 2 must be completed at
the time employment begins. Employers must record: 1)
document title; 2) issuing authority; 3) document number, 4)
expiration date, if any; and 5) the date employment begins.
Employers must sign and date the certification. Employees
must present original documents. Employers may, but are not
required to, photocopy the document(s) presented. These
photocopies may only be used for the verification process and
must be retained with the I.9. However, employers are still
responsible for compieting the 1-9.

Section 3 - Updating and Reverification. Employers
must camplete Section 3 when updating and/or reverifying the
1.9.  Employers must reverify employment eligibiiity of their
employees on or before the expiration date recorded in
Section 1. Employers CANNOT specify which document(s)
they will accept from an employee.

* If an employee’s name has changed at the time this
form is being updated/ reverified, complete Block A.

* If an employee is rehired within three (3} years of the
date this form was originally completed and the
employee is still eligible to be employed on the same
basis as previously indicated on this form (updating),
complete Block B and the signature block.

If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee’'s work authorization has expired or if a
current employee’s work authorization is about to
expire (reverification), complete Block B and:

- examine any decument that reflects that the
employee is authorized to work in the U.S. {see
List A or C),

- record the document title, document number and
expiration date (if any) in Block C, and

- complete the signature block.

and*

Photocopying and Retaining Form I-9. A blank I-9 may be
reproduced provided both sides are copied. The Instructions
must be available to all employees completing this form.
Employers must retain completed 1-9s for three (3} years after
the date of hire or ane {1) year after the date employment ends,
whichever is later.

For more detailed information, you may refer to the INS
Handbook for Employers, (Form M-274). You may obtain
the handbook at your local INS office.

Privacy Act Notice. The authority for collecting this
information is the Immigration Reform and Control Act of 1986,
Pub. L. 99-603 {8 U.5.C. 1324a).

This information is for employers: to verify the eligibility of
individuals for employment to prectude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not authorized
to work in the United States.

This information wilt be used by employers as a record of their
basis for determining eligibility of an employee to work in the
United States. The form will be kept by the employer and made
available for inspection by officials of the U.S. immigration and
Naturalization Service, the Department of Labor, and the Office
of Special Counsel for Immigration Related Unfair Employment
Practices.

Submission of the information required in this form is voluntary.
However, an individual may not begin employment unless this
form is completed since employers are subject to civil or
criminal penalties if they do not comply with the Immigration
Reform and Contral Act of 1986.

Reperting Burden. We try to create forms and instructions that
are accurate, can be easily understood, and which impose the
least possible burden on you to provide us with information.
Often this is difficult because some immigration laws are very
complex. Accordingly, the reporting burden for this collection of
information is computed as follows: 1) learning about this form,
5 minutes; 2} completing the form, 5 minutes; and 3} assembling
and filing (recordkeeping) the form, 5 minutes, for an average of
15 minutes per response. If you have comments regarding the
accuracy of this burden estimate, or suggestions for making this
form simpler. you can write to both the Immigration and
Naturalization Service, 425 I Street, N.W., Boom 5304,
Washington, D. C. 20536; and the Office of Management and
Budget, Paperwork Reduction Project, OMB No. 1115-0136,
Washington, D.C. 20503.

Form I-9 (Rev. 11-21-91) N

EMPLOYERS MUST RETAIN COMPLETED I-9
PLEASE DO NOT MAIL COMPLETED 1-9 TO INS
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U.S. Department of Justice
Immigration and Naturalization Service

OMB No. 1115-0136
Employment Eligibility Verification

Please read instructions carefully before completing this form. The instructions must be available during completion of
this form. ANTI-DISCRIMINATION NOTICE. It is illegal to discriminate against work eligible individuais. Employers
CANNOT specify which document(s) they will accept from an employee. The refusal to hire an individual because of a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification, T be completed and signed by employee at the time employment begins

First Middle Initiai Maiden Name

Print Name:  Last

Address (Street Name and Number) Apt. # Date of 8inth (month/dayyear}
City State Zip Code Social Securily #

. i the following}:
| M aware that federal law provides for | 1esurderena olpeli el ook one of e lowing
imprisonment andf/or fines for false statements or A Lawful Permanent Resident (Alien # A
use of false documents in connection with the An alien authorized to work until  / J
completion of this form. {Alien # or Admission # pte—

Employee’s Signature Dale (monthydayyear)

Preparer and/or Translator Cettification. {Te be completed and signed i Section T /s prepared by a person
other than the employee.) [ altest, under penally of perury, that | have assisted in the compietion of this form and that
to the best of my knowledge the information is 'rue and corract.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date {month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by empioyer. Examine one document from List A OR
examine one document from List B and one from List C as listed on the reverse of this form and record the title, number and expiration date, if any, of

the document(s)

List A OR List B AND ListC
Document title: 2
Issuing authority:
Document #:
Expiration Date (ifany): _/_/ i S
Document #:
Expiration Date (#any) _/_[

CERTIFICATION - | attest, under penalty of perjury, that | have examined the document(s) presented by the above-named

employee, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the

employee hegan employment on (monthdaydear) _ f_ /  and that to the best of my knowledge the employee

is eligible to work in the United States. (State employment agencies may omit the date the employee began

employment).
Signhature of Employer or Authorized Representative Print Name . Title
Business or Organization Name " Agddress (Street Name and Number, City, State, Zjp Code) Date fmonth/dayryear)

Section 3. Updating and Reverification. To be completed and signed by employer

A. New Name (i applicable} B. Date of rehire (month/day/year) (if applicable)

C. If employee’s previous grant of work authorization has expired, provide the information below for the document that establishes current employment
eligibility, ’
Document Title: Document #: Expiration Date (if any)_/_/ _

| attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee
presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Cate (monttvaay/ear)

FormI-9 (Rev. 11-21-91) N Page 2 of 4




LIST A

Documents that Establish Both
Identity and Empioyment
Eligibility

1. U.S. Passport (unexpired or
expired)

2. Certificate of U.S. Citizenship
(INS Form N-560 or N-5617)

3. Certificate of Naturalization
(INS Form N-550 or N-570)

4. Unexpired foreign passport,
with 1-5571 stamp or attached
INS Form I-84 indicating
unexpired empioyment
authornzation

5. Alien Registration Receipt Card
with photograph (/NS Form
I-151 or1-551)

6. Unexpired Temporary Resident
Card (/NS Form I-688)

7. Unexpired Employment
Authorization Card (/NS Form
I-6884)

8. Unexpired Reentry Permit (/NS
Form I-327)

9. Unexpired Refugee Travel
Document (INS Form [-571)

10. Unexpired Employment
Authorization Document issued
by the INS which contains a
photograph (NS Form I-6888)

LISTB

Cocuments that Establish
Identity

1. Drivers license or |D card
issued by a state or outlying
possession of the United States
pravided it contains a
phctograph or infarmation such
as name, date of birth, sex,
height, eye color, and address

2. |D card issued by federal, stats,
or local government agencies or
entities provided it contains a
photograph or information such
as name, date of birth, sex,
height, eye color, and address

3. School ID card with a

photograph
4. Voter's registration card
5. U.S. Military card or draft record

8. Military dependent's ID card

7. U.S. Coast Guard Merchant

Mariner Card

8. Native American tribal document

8. Driver's license issued by a

Canadian government authority
For persons under age 18 who
are unable to present a
document listed above:

10. School record or report card

11. Clinic, doctor, or hespital record

12. Day-care or nursery school
record

LISTS OF ACCEPTABLE DOCUMENTS

AND

LISTC

Documents that Establish
Employment Eligibility

U.S. social security card issued
by the Social Security
Administration (other thar a
card siating it is not valid for
employment)

Certification of Birth Abroad
issued by the Department of
State (Form FS-545 or Form
DS-1350)

Qriginal or certified copy of a
birth certificate issued by a
state, county, municipal
authority or outlying possession
of the United States bearing an
official seal '

Mative American trical document

U.S. Citizen ID Card (/NS Form
1-197)

ID Card for use of Resident
Citizen in the United States
(INS FormI-179)

Unexpired employment
authorization document issued
by the INS (other than those
fisted under List A)

lllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form [-9 {Rev. 11-21-91) N
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STATE OF CALIFORNIA

OATH OF ALLEGIANCE AND DECLARATION OF PERMISSION TO WORK
FOR PERSONS EMPLOYED BY THE STATE OF CALIFORNIA
STD. 489 (REV. 12/84) {COMPLETE PARTS 1 AND 3 OR PARTS 2 AND 3)

PART 1—OATH OF ALLEGIANCE

WHO MUST SIGN OATH—As required in Section 3 of Article XX of the Constitution of California, every State employee except
legally employed noncitizens, must sign an oath or affirmation before he or she enters upon the duties of his or her State employment.
Noncitizens are required to possess a Declaration of Permission to Work. If an alien employce becomes a paturalized citizen, an oath
must then be obtained and filed. '

WHEN OATH MUST BE SIGNED—As required in Government Code Section 3102, all public employees and all volunteers in any
disaster council or emergency organization accredited by the California Emergency Council must sign an oath or affirmation before
entering upon the duties of their emplovment. For intermittent, temporary or emergency employments, an oath or atfirmation may, at
the discretion of the employing agency, be effective for all successive periods of employment which commence within one calendar
year from the date of the oath. ‘

WHERE OATHS ARE FILED—As required in Government Code Section 3105, all oaths for public employees and all volunteers in
any disaster council or emergency organization accredited by the California Emergency Council, shall be filed in the official employee
file within 30 days of the date the oath is executed. The cath is considered a public record.

FAILURE TO SIGN OATH—As stated in Government Code Section 3107, no compensation or reimbursement for expenses incurred
shall be paid to anY public emplovee or any volunteer in any disaster council or emergency organization accredited by the California
Emergency Council unless such public employee has taken and subscribed to the cath or affirmation. '

PENALTIES (Government Code) )
“3108. Every person who, while taking and subscribing to the vath or affirmation required by this chapter, states as true any
material matter which he knows to be false, is guilty of perjury, and is punishable by imprisonment in the state prison not less than
one nor more than 14 years.”

“8109. Every person having taken and subscribed to the oath or affirmation required by this chapter, who, while in the employ of,
or service with, the state or any county, city, city and county, state agency, public district, or disaster council or emergency
organization advocates or becomes a member of any party or organization, political or otherwise, that advocates the overthrow of the
government of the United States by force or violence or other unlawful means, is guiity of a felony, and is punishable by
imprisonment in the state prison.”

(TYPE OR PRINT NAME OF EMPLOYEE)

L, , do solemnly swear (or affirm) that I will support and defend
the Constitution of the United States and the Constitution of the State of California against all enemies, foreign and domestic; that I
will bear true faith and allegiance to the Constitution of the United States and the Constitution of the State of California; that I take
this obligation freely, without any mental reservation or purpose of evasion; and that T will well and faithfully discharge the duties
upon which I am about to enter.

PART 2—DECLARATION OF PERMISSION TO WORK
I am a lawful permanent resident alien of the United States.  [J YES O NO
If NO, please read the following:

I hereby certify, that T have permission to work in this country and have declared any restrictions placed upon me in this regard by the
United States government to the appointing power.

PART 3—SIGNATURE AND CERTIFICATION (Mo FEE May BE CHARGED FOR ADMINISTERING)

SIGNATURE OF EMPLOYEE

>

STATE DEPARTMENT DR AGENCY SUBDIVISION/UNIT

Taken and subscribed before me this

Day of

SIGNATURE OF AUTHORIZED OFFICIAL

>

TITLE

(SEAL}

Oath may be administered by a person having general authority by law to administer oaths—or may be administered by the appointing
power, or by a person for whom written authorization to witness oaths has been execuled by the appointing power. The appointing power
maintains a file of such authorizations.

84 34317
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" Information Acknowledgment Form

Acknowledgment of Receipt
‘of Retirement Information

I have received the information and election package on
. the State Miscellaneous or Industrial 2% at age 55 and 7
State Second Tier 1'/:% at age 65 retiremernt formulas (PERS-MSD-350).

Member Signature Social Security Number
. Member Printed Name CalPERS Membership Date
Date Employer

Daytime Telephone Number

Thls form must be completed‘ ‘51gné ,a ' ‘
personnel clerk who'w 111?f0rward it to Cal

TI-IIS 18 NOT AN ELECTION DOCUMEN

This information and election package was given to the above employee.

o1 ‘ 7 : by:

Date ’ . Personnel Office Staff

( )

Phone Number

Please return this form to:

California Public Employees’ Retirement System
'Member Services Division, Unit'841
.P.O. Box 942704
Sacramento, CA 94229-2704




STATE OF CALIFOANIA FUBLIC EMPLOYEES' RETIREMENT SYSTEM

BENEFICIARY DESIGNATION (CalPERS)

STD. 241 (REV. 9-2000) (PAGE 1)
INFORMATION AND INSTRUCTIONS
PLEASE READ CAREFULLY

. If you die before you retire, the Pubiic Emp"loyees Retirement.Law provides for payment of specific Death Benefits

to your surviving beneficiaries. Piease see your personnel officer for a description of the benefits. The benefits are
payable to the following beneficiaries:

A. If you are eligible for retrrement on date of death or if you are a State member with at Ieast 20 years of
State service credit, the benefits will be payable to your surviving spouse to whom you have been married for
one year (whether.or not you were still living together at the time of your death) or, if none, to your unmarried -
children under age 18.

B. If you are a safety or industriai member and your death is determined to be industrial, the benefit will be

payable to your surviving spouse (whether or not you were still living together at the time of your death\ or, if
none, to your unmarried children under age 22.

C. If A and B do not apply and there is no valid Bensficiary Designation on file at the time of death, the benefits
will be payable to your survrvors in the following order:

1. Your surviving spouse (whether or nat you were still living together at the time of your death); or, if none,
2. Natural and adopted children, including a natural child adopted by another, share and share alike: or, if
none,
3. F’arents share and share alike; or, if none,
4. Brothers and sisters, share and share alike; or, if none,
5. Your estate (if probated, or subject to probate), or, if not,
6. Your trust (if one exists), or, if not,
7. Stepchildren, share and share’ al:ke or, if none,
8. Grandchildren, including step-grandchildren, share and share alike: or, if none,
9. Nieces and nephews, share and share alike; or, if none,
10. Great-grandchildren, share and share alike; or, if none,
11. Cousins, share and share alike.

D. !f A and B do not apply and there is a valid Beneficiary Designaticn on file at the time of death, the‘benefits will
be payable to the beneficiary(ies) you designate on the form.

. Please use the attached Beneficiary Designation.if you wish to designate beneficiaries other than the statutory

beneficiaries shown above; or in a different order. You may designate or change the beneficiaries you name at any
time prior to retirement,

A You may name as beneficiary any person or persons your estate ora corporahon (A corporatlon rnust be
incorporated under the faws of a state.) :

B. You may designate a trust as your beneficiary. However, if you wish to designate a trust, the following information

should be provided: The name of the trust, date of trust, and name and address of the person with whom the trust
is on file.

C. Do not name a-guardian for a minor child. If the money is payable to a minor child, the couri- -appointed guardlan
will be responsrbte for any benefits. paid to the chlld

Itl. Your Beneficiary Desmgnatlon erI be revoked automatlcalty by any of the followrng events
1. Marriage; :
2. Dissolution or annulment of marrlage if initiated after the beneﬂmary demgnetron form was submitted; or
3. Birth or adoption of a child; or

4. Termination of employment that results ina refund of yourcontrlbut[one

Unless you submit a new Beneﬂcrary Desrgnatlon benefils will be paid to your statutory beneﬂmarles as shown in
item 1 abave.

Please refer to your CalPERS Member Booklet for further details on the above pre-retirement death benefits, A copy
of the booklet may be obtained from your personnel office or from your nearest CalPERS office.

INSTRUCTIONS Page 1 of 4
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STATE OF CALIFCRNIA - ) ‘ o PUBLIC EMPLOYEES' AETIREMENT SYSTEM

BENEFICIARY DESIGNATION (CalPERS)

STD. 241 {(REV. 5-2000}) {(REVERSE, PAGE 1}

INSTRUCTIONS

1.- Press firmly and print clearly with ball point pen or type all information requested. i you make an error, make the- .
necessary carrection (do not.use correction ﬂuid) and initial the c-hange.- :

2. Prepare a rough draft Iist on scra*ch paper of whom you wish to name the relataonsh|p, somal seeunty number and
complete address (The name must be the full given name, as "Mary Jane S'n:th" not "Mrs. John Edward Smith.)

S 3. Enter on the form the. full names of your benefi(:lanes "elatlonshlp, socnal secunty number and the complete address
for each. (If this form does-not prowde enough space, you may attach additional sheets provided you indicate whether
you are designating "primary" or secondary beneficiaries.)

4. -You must SIgn the form.in the presence of a witness (other than a named beneﬂmary) with yourfull name, as "John
Edward Smith“, : o

5. Your spouse must sign the form, in the p'esen‘ceot a witne's:s to "aoknowledge the names of the beneficiaries you
are designating. IMPORTANT - If you are unable to obtain your spouse’s signature, you MUST complete and retum
the BAS-800D, Justitication for Non- S|gnature of Spouse form .ncluded in this packet

6. Have the witness clearly sign the form.
7. Enter the date you signed the form and your current mailing address.

8. Mail original and duplicate of the completed form to the Callfornla PUb|IC Employees Retlre-nent System zat the
address shown,

9. After review and processing, the approved rnernber copy. will be.r:e't_umed within six weeks for your records.

PLEASENOTE:

Your.-Beneficiary Designation - CANNOT be processed without either your spouse's signature, or
the completed: "Justification for- Non-Signature of Spouse" (BAS-800D) form- aftached. The
Beneficiary Designation may be invalid if the form is not dated or if-corrections/erasures are not
initialed.. The effective date of the Beneficiary Des.gnat:on is the date the completed form is
received by the Retirement System.

IMPORTANT INFORMATION

The Information Practices Act of 1977 and the Federal Privacy Act require the California Public Empioyees' Retirernent System to
provide the following information to individuals who are asked to supply information. The information requested is collected
pursuant 1o the Goverinment Code Sections {20000, et seq.) and will be used for administration of the Board's duties under the
Retirement Law, the Social Security Act, and the Public Employees’ Medical and Hospital Care Act, as the case may be. Fajlure
to supply all of the requested information may result in the System being unable to perform its functions regarding your stafus.
Portions of this information may be transferred fo: state and public. agency employers, California State Attorney General, Office
of the State Centroller, Teale Data Center, Franchise Tax Board,. Internal Revenue Service, Workers' Compensatfon Appeals
Board, State Compensation Insurance Fund, County District Attorneys, Social Security Administration, beneficiaries of deceased
members, physicians, insurance carriers, and varicus vendcrs who prepare microfiche/microfilm for CalPERS. Disclosure to-
these parties is done in strict accordance with current sfatutes regarding confidentiality.

You have the right fo review your membership files maintained by the California Public Employees' Retirement System. For
questions concerning your rights under the Information Practices Act of 1977, please.contact the Information Practices Act
Coordinator, CalPERS, P. O. Box 942702, Sacramento, CA 94229-2702.
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STATE OF CALIFORNIA

BENEFICIARY DESIGNATION (CalPERS)

STD. 241 (REV. 5-2000)

{This Space for CalPERS Use Onfy)

BOARD QF ADMINISTRATION

ORIGINAL FORM RECEIVED BY CalPERS ON {Dale)

TG | PUBLIC EMPLOYEES' RETIREMENT SYSTEM ORIGINAL FORM APFAGVED BY GalPERS ON (Dafa)
P. 0. BOX 842711, SACRAMENTO, CA 94229-2711 )
MEMBER'S FULL NAME (Pleasa print) CURHENT EMPLOYER
FROM |<ooiat secormr noveen BIRTHOATE - TELEPHONE NUMBER

PRIMARY BENEFICIARIES

| hereby designate the following person(s) who survive me as BENEFICIARIES for Death Benefits under the Public
Employees’ Retirement Law in the event of my death prior to retirement. | understand that if | die after becoming eligible for
service retirement, this beneficiary designation may be superseded in certain cases and benefits paid according to law to
my eligible surviving spouse or minor children; or, if my death is determined to be industrial, special death benefits will be
paid in the manner prescribed by law. If no percentage (%) is given, benefits will be paid SHARE AND SHARE ALIKE.

FIRST NAME MIDDLE NAME LAST NAME % RELATIONSHIP TO MEMBER SCOCIAL SECURITY NUMBER
ADCRESS (Mumber and Streel) (City) {Stata) {ZIP Code}
FIAST NAME MIDDLE NAME LAST NAME %o RELATIONSHIF TO MEMBER SOCIAL SECURITY NUMBER
ADDRESS (Number and Street) {City {State} {ZIP Codg)
FIAST NAME MIDDLE NAME LAST NAME % RELATICNSHIP TO MEMBER SOCIAL SECURITY NUMBER
ADDRESS {Numbar and Streel) (City) (Stata) (Z1P Coda})

SECONDARY BENEFICIARIES

In the event | survive the person(s) named above, | hereby designate the following person(s) who survive me,

as BENEFICIARIES. If no percentage (%) given, benefits will be paid SHARE AND SHARE ALIKE.

FIRST NAME MIDOLE NAME LAST NAME % RELATIONSHIP TG MEMBER SOCIAL SECURITY NUMBER
ADDRESS (Number and Strast) {City) (Stats) (ZIF Code)
FIRST NAME MIDDLE NAME LAST NAME % | RELATIONSHIP TQ MEMBER SOCIAL SEGURITY NUMBER
ADDRESS (Number and Street) (City) {Stata) {ZIP Code)

Should | survive all of the persons named above, | understand that the benefits payable on account of my death will be paid to my
statutory beneficiaries, or to such other beneficiary or beneficiaries that | may heareafter designate in writing to the Board of
Administration, all in accordance with the applicable provisions of law.

BY THIS BENEFICIARY DESIGNATION, | HEREBY REVOKE ANY PREVIOUS DESIGNATION | HAVE FILED. | UNDERSTAND THAT MY
MARRIAGE, INITIATION OF DISSOLUTION QR ANNULMENT OF MY MARRIAGE, OR THE BIRTH CR ADOPTICN OF A CHILD
SUBSEQUENT TO THE DATE | EXECUTE THIS FORM WILL AUTOMATICALLY VOID THIS DESIGNATION.

' MEMBER SPOUSE
SIGNATURE (iember's Flull Nams) DATE By signing this beneficiary designation form, | acknowlfedge
Py the information entered by my spouse. '
ADDRESS (Number and Strest} SPOUSE'S SIGNATURE (IMPORTANT - if no signature or certification, the
altached BAS-800D must be completed)
(City) (Slale} (Zip Code)

pcy

WITNESS (Cannot be a bencficiary}

O

I certify under penaliy of perjury that | am nof legally

married (never married,

ivorced, widowed).

WITNESS' SIGNATURE

=
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-
CalPERS

Benefit Services Division
P.O. Box 942711
Sacramento, CA 94229-2771
(800) 352-2238

JUSTIFICATION FOR NONSIGNATURE OF SPOUSE

Pursuant to Government Code Section 21261, the member's current spouse must be made aware of the
selection of benefits or change of beneficiary made by the member. The spouse of a CalPERS member
must acknowiedge the submission of a request for refund of contributions; eiection of retirement optiongal
settlement; and designation of beneficiary for Pre-retirement Death Benefits.

if a spouse’s signature does not appear on one of the above-mentioned documenis, the following
information MUST be completed by the member and submitted with the application/form.

SOCIAL SECURITY NUMBER MEMBER'S NAME (TYPED CR FRINTED)

APPLICATION SUBMITTED
BENEFICIARY DESIGNATION (CalPERS), $TD. 241

D f am not legally married (never married, divorced, widowser;,
[} 1am married, but my spouse did not sign the form because either:

[:I I do not know and have taken ali reasonable steps to determine ihe whereabouts of my spouse; OR,

D My spouse has been advised of the application and has refused to sign the written acknowledgement; OR,

D My spouse is incapabie of executing the acknowledgement because of an incapacitating mental or physical
> condition; OR

D Iy spouse has no identifiable community property interest in the benefit: OR

D My spouse and | have executed a marriage settlement agreement which makes the community property iaw
inapplicable tc the marriage.

{ certify under penalty of perjury that the foregoing information is true and correct.

MEMBER'S SIGNATURE DATE SIGNED
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e e o Public Employees” Retirement System
memPERS ot office Box 342714
Sacramento, CA  94229-2714
HEALTH BENEFIT PLAN
ENROLLMENT FORM DO NOT SEND MEDICAL
PERS—HBD-12 (Rev. 10/93) CLAIMS TO THIS ADDRESS PERS USE ONLY__DOCUMENT REFERENCE NUMBER

D PLEASE TYPE <«

1. TYPE OF ACTION [2 SOCIAL SECURITY NUMBER 4 ¢| LIST ALL PERSONS (including self) TO DATE OF | Family | C
(Check One) 7o BE ENROLLED IN: BIRTH | Relation-) o
O a. NEW enrollment — : — — % €117, BASIC PLAN , Mo.|Day| Yr. | ship |
7 b. CHANGE of coverage 3. SPOUSE'S SOCIAL SECURITY NUMBER (FIRST) il (LAST) SELF
(3 c. CANCEL all coverage | —_ —
1A,
Name
Mailing {FIRST) (M) (LAST)
Address
City,
State, ZIP
4B. RESIDENCE ZIP CODE (If different from 4)
5. Please check if 16. SEX 7. MARRIED
ermanent  Intermittent
Employee (applieset:Jmacfi:e D Male - D Yes
State employees only) D Female D No
8. PLAN CODE 9. NAME OF HEALTH PLAN
10. GROSS PREMIUM  {11. PRIMARY CARE PHYSICIAN/MEDICAL GROUP
$
12. PRIOR PLAN CODE |13. PRIOR HEALTH PLAN
: §c 18. SUPPLEMENTAL PLAN DATE OF BIRTH; Relation- | o
18| mrsn ) WA | Mg | Day] ¥r.| ship | °
14. Permitting Event Code | 15. Permitting fvent Date 116, EFFEGTIVE DATER
Mo. Day Year | Mo. Day Year
| [ | 01 |

|
19. CHECK ONE

] 1 DO NOT wish to enroll in o Health Benefits Plan under the Public Employees” Medical and Hospital Care Act.

[ I elect to ENROLL IN {OR CHANGE TQ) a Health Benefits Plan as shown in ltems B and 9 above and authorize deductions to be made from my
salary or refirement allowance to cover my share of the cost of enrollment as it is now or as it may be in the future. [ also ceify that the names of
all dependents listed above in ftems 17 and/or 18 are eligible fomity members as defined in the Public Employees’ Medical and Hospital Care Act.

[ | elect to CANCEL the Health Benefits Plan as shown in ltems 12 and 13 above.

20. EMPLOYEE OR ANNUITANT'S SIGNATURE (see privacy information on reverse of employee copy) erél DATE DSIGNED y
: 0. ay ear

> | |
P PLEASE REFER TO THE HEALTH BENEFITS PROCEDURE MANUAL FOR COMPLETION OF ITEMS 22—27' 4

22. DEDUCTION [ 23. Typé of 1. [ New 24, PAY PERIOD 125. PARTY CODE 26. EMPLOYEE 27. BARGAINING UNIT
PLAN CODE c’iCChtlUE 2. [ Cancel Month Year DESIGNATION

|| | Dﬁg ) 3. [J Change |

28. AGENCY NAME (or Retirement System) 29. PAYROLL OFFICE CODE| 30. AGENCY CODE 31. UNIT CODE

32. 1 hereby certify under penalty of perjury as follows:  SIGNATURE OF HEALTH BENEFITS OFFICER 33. Date received in | 34, PHONE NUMBER
empioying office

That | am o duly appointed, qualifed and acting officer Ma. Day Yr.

of the above named agency, and thot payment by the ’ \ l ( )

agency as provided by Sections 22825-22832 of the

Government Code is hereby approved. Final determina- | 39. REMARKS {Eseg) OSP 58 15828

tion of eligibility for the enrallment action specified will

be made by- the Board of Administration, Public of Forms

Employees’ Retirement System, in accordance with the

Public Employees’ Medical and Hospital Care Act and

the regulofions implementing the Act.

WHITE—HEBED PINK—AGENCY BLUE-—EMPLOYEE
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Declaration of Health Coverage
HB-12A (01/01/98)

California Public Employees’ Retirement System
Health Benefit Services Division

P.O. Box 942714; Sacramento, CA 94229-2714
(300) 237-3345

__(INSTRUCTIONS ON REVERSE)

—

EMPLOYEE INFORMATION
SOCIAL SECURITY NUMBER

NAME (FIRST)

(MIDDLE) (LAST)

PART A
0 Ielectto enroll myself and all ehglble
dependents.

PART B-1 ,
0 Ielect to enroll myself. My eligible
dependents have other health insurance coverage.

PART B-2

[J  Ielect to enroll myself and eligible
dependents. I also have eligible dependents who
have other health insurance coverage.

PART C-1

0 Idecline enrollment for myself and my
eligible dependents because we have other health
Insurance coverage.

If you or your dependents lose health insurance
coverage, you can enroll in the CalPERS Health
Benefits Program. You must request enrollment with
60 days from the date you lose coverage.

If you do not request enrollment within 60 days,
you or your dependents must wait at least 90 days
or until the next Open Enroilment Period before
you can enroll in the Program. Your effective
date of coverage will be the first of the month
following the 90 day waiting period or the Open
Enrollment effective date.

PART C-2 .

2. 0 Idecline. enrollment for mysel.f and/or my
eligible family members for r- asons other than
having health insurance coverage.

You can request enrollment for yourself and/or vour
dependents at any time. You must wait at least £0-
days after you request enrollment or until the next
Open Enrollment Period before you can enroll in
the Program. Your effective date of coverage will
be the first of the month following the 90 day
waiting period or the Open Enrollment effective
date.

PART B: If you are currently enrolled in the Health Benefits Program and you acquire new dependents or if
a court orders health coverage for your dependent, you can add your new dependents See your Health
Benefits Officer or visit your personnel office for applicable time limits.

PART C: If you are not currently enrolfed in the Health Benefits Program and you acquire new dependents .
as a result of marriage, birth, adoption, or placement for adoption, or if a court orders health coverage for your
dependent, you can enroll yourself and dependents. See your Health Benefits Officer or visit your personnel

office for applicable time limits.

+

Special rules apply to retirement and death, Please read the back of this form carefully.

Member’s Signature Date Signed

HB-12A (01/98)

Criginal: Employee’s Personnel File

Health Benefits Officer’s Signature
Copy: Employes
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HY L
approp

: f . er it yon A e
Employee Complete with the riate employee information.
Information

PART A: Mark this box if you are: '

a) Enrolling in the Health Benefits Program and have no dependents, or

: b) Enrolling yourse!f and ALL eligible dependents in the Health Benefits Program.
PART B-1: | Mark this box if you are:

a) Enrolling yourself only, your dependents have other health insurance coverage, or

b) Canceling your dependents’ coverage because they have other health insurance

coverage.

PART B-2: | Mark this box if you are:

a) Enrolling yourself and SOME of your dependents, your other dependents have health
insurance coverage, or

b) Canceling coverage for some of your dependents because they have other health
insurance coverage.

PART C-1: | Mark this box if you are:

a) Declining enrollment or canceling your health insurance coverage, you have no
dependents and you have other health coverage, or

b) Declining enroliment or canceling your health insurance coverage for yourself and
eligible dependents and you have other health insurance coverage.
PART C-2: | Mark this box if you are:

N a) “Declining enrollment or cancelirg your health insurance coverage for reasons other

~ than having health insurance coverage and you have no dependents, or

b) Declining enrollment or canceling your health insurance coverage for yourself and

eligible dependents for reasons other than having health insurance coverage.

IMPORTANT: It is your responsibility to notify your personnel office when there are any changes in your
family situation. Changes include marriage, acquisition of a dependent child, divorce, legal separation, and
‘death. Failure to notify your personnel office may result in adverse consequences.

Special rules for retirement and death:

Consider these points as you decided whether to enroll, decline, or cancel enrollment for yourself or

dependents.
e Ifyou are not enrolled in a CalPERS-sponsored health plan on the date you separate employment, you will

not be eligible for health benefits into retirement. _ ‘
o If your retirement date is over 120 days from your separation date, you will not be eligible for health

benefits into retiremert. -
« Ifyou die and your eligible family members are not enrolled on your CalPERS-sponsored health plan at that

time, they will not be eligible for continued enrollment in a CalPERS-sponsored health plan if they qualify
for monthly survivor benefits. ' :
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STATE OF CALIFOARNIA

DENTAL PLAN ENROLLMENT AUTHORIZATION

STD. 652 (REV. 11-88)

PLEASE TYPE OR USE BALL POINT PEN, PRINT CLEARLY-SEND COMPLETED FORM TO PERSONNEL/PAYROLL OFFICE

SECTION A

SECTIONB

1. TYPE OF ACTION

NEW - ENAOLLING N A PLAN FOR THE FIRST TIME

{Complete Sectians A, B, and O}

D CANGEL - CANGELLING COVERAGE FOR ALL ENACLLEES

{Completa Sections A, C, and D)

D CHANGE - CHANGING PLANS OR DEPENDENT COVERAGE

{Complele Sections A, B, C, and D}

1. NAME OF DENTAL PLAN

2. PROVIDER/FACILITY NUMBER (/f applicabla)

3. WHEN CHANGING FAMILY MEMBER ENROLLMENT, LIST ALL FAMILY MEMBERS CURAENTLY ENROLLED,
hS WELL AS FAMILY MEMBERS 7O BE ADDED AND/OA DELETED. ENTER THE ACTION CDE A [ADD)
AND/OR D (DELETE) BESIDE THE NAMES OF OMNLY THOSE MEMBERS TO BE ACDED OR DELETED.

2. SOCIAL SECURITY NUMBER 3. SPOUSE'S SOCIAL SECURITY NUMBER % g LIST ALL PERSONS TO BE ENROLLED IN DATE OF BIRTH
1 D DENTAL PLAN (include saif) FAMILY
§E | (Firsy) (Middie) (Last) montH| oAy | vear | RELATIONSHIP
4. NAME  (First) Midgla) {Last)

ADDRESS (Number and Sirest)

(City, State, and Zip}

5, CHECK IF PEAMANENT INTERMITTENT
EMPLOYEE

]

6. MARITAL STATUS

|:] MARRIED
|:| SINGLE

7. SEX

] e
D FEMALE

SECTIONC

1. PRIOR DENTAL PLAN NAME

SECTIOND

1. CHECK APPROPRIATE BOX
D 1 DC NOT WISH TO ENROCLL IN ADENTAL PLAN

| ELECT TO ENROLL IN {OR CHANGE T} A DENTAL PLAN AS SHOWN ABOVE AND AUTHORIZE DEDUCTIONS TO BE MADE FROM MY SALARY OR RETIREMENT ALLOWANCE TO
COVER MY SHARE OF COST OF ENROLLMENT AS IT IS NOW OR AS IT MAY BE IN THE FUTURE. | ALSO CERTIFY THAT THE NAMES OF THE PERSONS LISTED IN SECTION B, ITEM 2
ARE ELIGIBLE FAMILY MEMBERS AS DEFINED BY THE STATE OF CALIFORNIA AND ARE NOT ENRCOLLED IN ANOTHER STATE OF CALIFORANIA DENTAL PLAN.

D | ELECT TQ CANCEL THE DENTAL PLAN SHOWN ABCVE

2. EMPLOYEE'S OR ANNUITANT'S SIGNATURE (See Privacy Infortnation on reverse of employea copy.)

£

2, DATE SIGNED

SECTION E (FOR AGENCY OR-RETIREMENT SYSTEM USE ONLY)

1. EMPLOYER DED. CODE 2. DENTAL ORG, CODE 3. EMPLQYEE DEDUCTION 4, PAATY CODE 5. sSTATE 6. PAY PEAICD 7. EMPLOYEE 8. BARGAINING 9. TOTAL PREMIUM
AMOUNT SHARE DESIGNATICN umT AMOUNT
AMOUNT
l:' C8U-150
. MONTH YEAR
D NON-CSU-351
12, PERMITTING 13. PERMITTING 14, EFFECTVE DATE- | 15, Agewcy cook { 16, UNIT cape 17. AGENCY NAME OR ASTIREMENT SYSTEM
COMPLETE ON CANCELLATIONS ONLY EVENT SvENT OF ACTION i RETIRED)
10. PRIOA EMPLOYER DED. COUE| 11. PAIOR DENTAL ORG. CODE DATE COLE
CSU-150
MONTH OAY YEAR MODNTH DAY YEAR
NCN-CSU-354
! -1
18. REMARKS 18. AUTHORIZED AGENCY SIGNATLIRE

1 hareby cartify under panalty of perjury as follows: Thal ! am the duly eppointed, qualified and
acting officer of the herein named agency and that | am aulhorized to make this centification; thal
the employse named herein is aligitie for enraiiment in the State Denlal insurance Program.

£

21. DATE RECEIVED IN

20, TELEPHONE NUMBER (Mndicate if CALNET ar give Arez Code)
EMPLOYING CFFICE

MONTH DAY YEAR

YELLOW - To Carrier

WHITE - To Controller

PINK - To Agency GREEN - To Employee
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